ANOMALIES of the corollary arteries
have generally been classified on anatomic rather than on functional grounds. This has led to separation of several anatomic entities which, from a functional viewpoint, should be brought together. The most important anomalies of the coronary arterial system, regardless of their anatomic details, have in common the features of arteriovenouslike communications. Recognition of this fact should lead to a more realistic approach in the functional evaluation of these anomalies and thence to the inevitable uniformity in principle regarding definitive surgical therapy.
The anomalies of the coronary arterial system fall into 3 major groups. The first group represents those anomalies that, under usual circumstances, are of minor significance. The second group is composed of coronary anomalies secondary to the effects of certain primary cardiac malformations. The third group includes anomalies that are not secondary to other conditions and that are of primary and major significance. The In each of these conditions there is tortuosity and dilatation of the portion of the coronary arterial system which is part of the abnormal communication. The generalized dilatation, at times, becomes complicated by formation of a localized saccular aneurysm. The latter feature, especially, and the uniform dilatation, to some extent, have been overemphasized in many reports on these conditions and the primary problem, that is, the arteriovenous communication, has been given secondary consideration. This practice also is responsible for the misleading titles of a number of reports that, although primarily concerned with anomalous arteriovenous communications, have titles that solely concern or prominently display such terms as "coronary aneurysm " or "congenital coronary aneurysm." The reader will realize that arterial dilatation is simply a feature common to all arteries proximal to abnormal arteriovenous communications. It is recognized that the literature contains reports of coronary arterial aneurysms that are claimed simply to be examples of localized arterial disease on a congenital basis. In some of these reports the picture as presented is consistent with that of an anomalous communication although no trunk. In some instances, both coronary arteries make such a connection, while in others, only one coronary artery does so. Mediastinal vessels may join in the anomalous communication. These are represented by cut ends of vessels below the arrows.
d. Anomalous origin of one coronary artery from the pulmonary trunk while the other artery arises from the aorta. Displayed are communications between branches of the 2 arteries. It is through such communications that blood derived from the aorta is considered to enter the coronary artery that arises from the pulmonary trunk, and through the latter coronary artery, aortic blood is shunted into the pulmonary trunk. such communication is described. One needs to recognize that the dramatic appearance of an aneurysm involving a coronary artery might draw the examiner 's attention away from a search for an additional (and underlying) lesion in the form of an abnormal communication. In some instances a ruptured aortic sinus aneurysm may be confused with an anomalous communication of a coronary artery with a cardiac chamber.
Some further remarks are pertinent concerning the anatomic details of those anomalies that involve communication between a coronary artery and the pulmonary trunk.
Anomalous connection of the coronary arterial system with the pulmonary trunk takes 1 of 2 forms. The less common form is that in which the 2 coronary arteries originate normally from the aorta and, in addition, an accessory coronary artery arises from the pulmonary trunk as described by Krausell "A systolic tug of the left false ribs posteriorly communicated by the diaphragm may be conspicuous. The recoil from the drag may be so distinct as to look and feel to the hand like pulsation, and in the first case in which I observed it, now more than 20 years since a case of left empyema-it was taken for pulsation, and it was supposed that a pulsating tumour of some kind underlay the empyema. A post-mortem examination showed that the cause was adherent pericardium. I have often seen this tugging since, and in some cases it can be made to affect the right false ribs by causing the patient in the sitting position to lean over to the left so as to throw the drag of the heart upon the right half of the diaphragm. It must be added that this indication is not infallible, as the tugging has been observed when the heart was hypertrophied without adhesions."
